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January 24, 1906. An adult male fell and sustained a 
T-fracture of the left elbow-joint, the internal condyle being dis¬ 
placed upward and forward. When I saw this patient March 3, 
1907, there was complete ankylosis of the elbow to flexion and 
extension. The elbow was ankylosed at about 125° in extension. 
Supination was normal but pronation was considerably limited. 
The accompanying X-ray photographs show well the lesion at 
the lower end of the humerus and the ankylosed condition of the 
joint at this time. (See Fig. 1.) 

It seemed wise to do an arthroplasty rather than an excision 
of the elbow for the reason that the latter often leaves the arm 
without the power of forcible extension. Consequently a trans¬ 
verse section of the olecranon was made [Trcndelenberg] to 
secure access to the old but obliterated joint surfaces. A chisel 
separated the bony surfaces. Sufficient bone was removed from 
the humerus and olecranon to fashion a fairly naturally shaped 
elbow-joint. 

It was demonstrated, before considering the new joint well- 
fashioned, that normal motion existed in complete extension and 
flexion, with absolutely no impediment to a complete excursion. 
Every vestige of synovial membrane was removed. The new 
joint bony surfaces having been completed, a rectangular fascial 
fat flap (Murphy) was taken from the fascia overlying the tri¬ 
ceps, far up the back of the upper arm. This flap was transferred 
to the space between the bones forming the new elbow-joint. The 
flap was pedicled just above the elbow-joint on the back of the 
upper arm. The free margins of the flap were loosely caught 
to the peri-articular tissues to prevent dislodgement. All bony 
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surfaces entering the new elbow-joint were completely covered by 
the flap. Plain No. 1 catgut sutures were used. The divided 
olecranon was sutured with aluminum bronze wire. The soft 
parts were closed tightly about the joint in two layers. 

A removable internal angular splint was worn for some 
six weeks. Limited passive motion was begun less than two weeks 
following the operation. Very limited active and passive move¬ 
ments were encouraged after the second week, always avoiding 
pain to the joint which did not subside after a few moments’ rest. 

The active motion after a year and a half is seen in the 
figures. The joint is strong, it is most serviceable. When the 
joint is not actively engaged there is a distinct laxity of it. It 
is a loose joint—not a flail-joint—but it is a little loose. The 
moment the muscles contract the joint is as firm and secure as 
a normal joint. The power of extension is preserved. The 
patient is able to play golf well. 

REMARKS. 

In those cases of ankylosis of the elbow-joint in which 
a diseased process has subsided (tuberculosis, gonorrhteal 
arthritis, the artliritides from other chemic or bacterial causes) 
and in those in which an old fracture of the elbow, existed, 
arthroplasty will often secure a more useful joint than excision. 

Ankylosis of the elbow in youth below the age of union 
of the epiphysis to the diaphysis should not be treated by 
operation. After the full growth of the individual is reached 
then operation may be done without fear of impairing growth. 

• Arthroplasty is indicated in those cases of joint ankylosis 
in young adults in which motion with power is desired. 

Lexer in a recent paper before the American Surgical 
Association upon “Substitution of whole or half joints from 
freshly amputated extremities by free plastic operation ” ob¬ 
jects to arthroplasty because of a fear of subsequent ankylosis. 
This objection in my experience with the elbow-joint does not 
hold if sufficient bone is taken away so as to secure a freely 
movable joint before the plastic is done. 
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Fracture of internal condyle of humerus with a transverse fracture of the shaft of 
the humerus. Taken one month after the accident. Note the displaced fragment. (X-ray 
by Cole.) 
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One month after operation. Note none of the radial head removed, wire in 
olecranon, displaced and attached internal condyle utilized as a new condyle. (X-ray by 
Brown.) 
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Voluntary extension one year and a half after operation of arthroplasty. 
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Voluntary Hexu 


one year ami a half after operation. 
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I have had one case in which, because of attempting to 
preserve too nice and accurate a bony joint, a partial ankylosis 
followed an arthroplasty. 

The flail-joint of an ordinary excision is to be avoided. 
A stable joint with power in extension is desirable. Power 
in flexion is naturally present. An arthroplasty preserves 
power in extension. 

Arthroplasty is especially applicable to the elbow-joint— 
less so I think to the knee and hip. 



